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SHORT REPORT
Kyphosis in the Pathogenesis of Aortoenteric Fistula
A. Chakraborty∗ and M. C. Salter
Department of Surgery, Southend General Hospital, Prittlewell Chase, Westcliff-on-Sea, Essex SS0 0RY, U.K.
Primary aortoenteric fistula is a rare entity in which there is a pathological communication between the native aorta and
part of the gastrointestinal tract. It usually occurs in the presence of an abdominal aortic aneurysm. We present a 71-
year-old gentleman who developed a primary aortoenteric fistula. On post mortem he was noted to have a profound
kyphosis, which is likely to have contributed in the formation of the fistula.
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Introduction abdominal pain. He had been passing black stools for
the 2 weeks prior to admission but had not sought
Aortoenteric fistula comes in two forms: primary and medical attention.
secondary. In primary aortoenteric fistulae there is an As a young child he had suffered a traumatic spinal
abnormal connection between the native aorta and the injury, which had left him with a sensory disturbance
gastrointestinal tract whereas in secondary fistulae the in his lower limbs and a kyphosis. As a teenager he
connection is between prosthetic aortic graft and the developed spinal tuberculosis (Pott’s disease of the
gastrointestinal tract. spine), which was treated non-surgically at the time.
The incidence of primary aortoenteric fistula is said In 1978 his sensory symptoms deteriorated so he
to be between 0.1 and 0.8% in patients with an ab- underwent a decompressive laminectomy and spinal
dominal aortic aneurysm.1 It usually presents with fusion, which partially corrected his kyphosis and
haemetemesis (78%), lower gastrointestinal bleed relieved his compressive symptoms. He was still left
(50%), abdominal pain, an expansile mass, or a com- with an extensive kyphosis in his lumbar area. He was
bination of the above.2 The mortality rate, based mainly hypersensitive and a non-smoker.
on cumulated case reports, is said to be 35% (95% On examination his systolic blood pressure on ar-
confidence interval 18–48%)2 although the true mor- rival was 80/40 and he was tachycardic. He had a
tality rate may be much higher. marked kyphoscoliosis of his thoracic and lumbar
Mechanical factors combined with aortic and/or areas. There was no expansile mass palpable on ab-
gastrointestinal disease are thought to be of importance dominal examination.
in the development of primary aortoenteric fistula.3 He was resuscitated with colloid and blood. As a
We present a case of a 71-year-old man with an result his blood pressure rose transiently to 100/60.
aortoenteric fistula who had a considerable kyphosis He was then transferred to the endoscopy suite where
secondary to previous Pott’s disease of the spine. We he had an OGD. Blood was found in the stomach and
believe that his kyphosis was an important factor in duodenum but no identifiable source was found. The
the development of his aortoenteric fistula. oesophagus was normal. He was immediately trans-
ferred to the operating theatre for an emergency lap-
Case Report arotomy. At laparotomy, a 12 cm diameter infrarenal
abdominal aortic aneurysm was seen to be com-A 71-year-old gentleman presented to casualty with
municating with the proximal jejeunum. The patient’sa large haemetemesis. He was not complaining of
systolic blood pressure was 40 on entering the ab-
domen. Despite active resuscitation the patient died∗ Please address all correspondence to: A. Chakraborty, 38 Halstead
Gdns, London, N21 3DX, U.K. on the table.
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[such as atherosclerosis (83%)2 or aortitis] and/or
gastrointestinal disease (such as peptic ulcer disease,
malignancy and diverticulitis).3 The commonmost site
for fistula formation is the duodenum (80%), due to
the relatively fixed relation between the aorta and the
duodenum. It is thought that mechanical factors played
an important role in the development of the fistula in
this case.
Haemodynamic disturbances such as turbulent flow
are thought to initiate the initial injury in a blood
vessel. These focal areas of endothelial damage initiate
the formation of atherosclerosis within the blood vessel
(the response to injury hypothesis), which can sub-
sequently develop into an aneurysm. We propose that,
Fig. 1. Oblique view of posterior part of thoracic and abdominal in this case, the ectatic aorta promoted an environment
cavity with all organs removed. Black line signifies centre of body for turbulent flow, which subsequently developed intoof vertebrae. Note degree of kyphosis in the mid-abdominal area.
an aneurysm. This also explains why the rest of his
arteries showed minimal atherosclerosis compared toAt post mortem he was noted to have a severe
the infrarenal aorta.kyphosis in the lumbar and thoracic areas causing
In addition, the relative lengthening of the aortavery marked shortening of the trunk (Fig. 1). The
compared to the spine caused the aorta to develop anvertebra had features suggestive of old TB with mul-
interior curvature. This curvature pressed on the walltiple vertebral crush fractures. His previous spinal
of the jejunum. The combination of these two factorsfusion was also noted. On examination of his ab-
may well have led to the formation of the aortoentericdominal cavity, a 2 cm diameter aortojejeunal fistula
fistula.22 cm distal to the Ampulla of Vater associated with a
The kyphosis also explains why the aneurysm was12 cm diameter infrarenal abdominal aortic aneurysm
not picked up earlier as it would be very difficult towas found. The aorta was protruding forward and
feel on simple abdominal examination.had a U-shaped course as a result of the relative
Patients who have a kyphosis with vertebral short-shortening of the spine compared to the aorta. The
ening may be at a higher risk of aortoenteric fistulaapex of the aneurysm corresponded with the site of
for the reasons outlined above. An aneurysm wouldthe fistula and the apex of the convexity of the aorta.
be difficult to pick up on abdominal examination. ItThe aorta had severe arthromatous changes. This de-
would seem reasonable to have a lower threshold forgree of atheroma was not seen in the coronary arteries
scanning patients in this category.or elsewhere in the body.
Microbiological culture of the aneurysm failed to
show any evidence of TB and the aneurysm had no
features suggestive of a mycotic aneurysm on histo- References
pathological examination.
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